Sexually transmitted diseases (STDs) are a major public health problem now compounded by the advent of AIDS and HIV infection. The size of the problem represented by STDs and HIV is unknown however it is estimated that there are 333 million new cases of STD per annum and currently 15-20 million people infected worldwide with HIV. Control programmes for STDs must prevent the acquisition of STDs, their complications and sequelae and interrupt and reduce transmission. They can also reduce the incidence of HIV infection. Such programmes must place emphasis on health education, condom usage, altering health seeking behaviour and providing case management. The syndromic approach currently offers the most realistic, and cost effective, way in which to treat patients. (Genitourin Med 1996;72:83-88 
Introduction
The sexually transmitted diseases (STDs) rep Control programmes Models for control programmes will vary between developed and developing countries and within countries. However, two basic principles are common to all programmes: (a) prevent the development of STDs, their complications and sequelae, (b) to interrupt and reduce transmission. These aims can be achieved or attempted through the two approaches of primary and secondary prevention (table 5).
1. Primary prevention Clearly it is best to avoid infection in the first place. The advent of AIDS has been a major influence in the increased awareness of the need for health education and the public acceptance of explicit messages and images. Programmes aimed at safer sexual practices and increased condom use have been widely advocated and implemented in both developed and developing countries. The success of such programmes is often difficult to assess and sadly initial modifications in behaviour are not always maintained over longer periods of time. This has been seen within both the United Kingdom (UK) and United States where initial and profound changes in sexual behaviour in homosexual men led to lower levels of STDs but unfortunately this alteration in behaviour has not been universally sustained. The syndromic approach uses algorithms based upon commonly presenting signs and symptoms, for example genital ulcer, urethral and vaginal discharge, where laboratory support may or may not be present (fig 2) . The algorithm for genital ulcers works on the basic premise that the two commonest causes of such a sign/symptom are syphilis and chancroid and that with no laboratory support and the difficulty in establishing an accurate clinical diagnosis (see later) it is appropriate to give therapy for both conditions. Counselling, education, condom use and partner notification are encouraged. Likewise the algorithm for urethral discharge assumes that the aetiology could be gonococcal and/or chlamydial and that therapy appropriate for both should be utilised. Both these algorithms for ulcers and urethral discharge have been evaluated and been shown to be robust and sensitive (see below). Unfortunately the algorithm for vaginal discharge is not so discriminating since this symptom is so common, non-specific with multiple possible non-sexually-acquired aetiologies. Attempts to improve this algorithm have been made by incorporating a risk assessment which includes symptoms in the partner, number of partners, age and marital status.
It is also recognised that the majority of chlamydial and gonococcal infections in women are asymptomatic and will not therefore be identified by use of an algorithm. This means that active case finding, screening and partner notification are vitally important in an STD control programme aimed at women. This approach has been adopted and modified with varying enthusiasm by different The sensitivity of these models varied. The range was from 98% (Algorithm 1) to 18% (clinical diagnosis). From a public health perspective a high sensitivity of a diagnostic approach is more important than a high specificity. However, the use of the most sensitive approach (algorithm 1) does mean that people are being treated for both chancroid and syphilis when they may only be suffering from one condition.
A major problem of the syndromic approach, as mentioned previously, is that patients with asymptomatic infection are not detected and treated; this is of particular importance in women. Additionally, in women the algorithm for vaginal discharge has been found to be poorly predictive of an STD. Vuylsteke and Laga'5 have attempted to evaluate the use of algorithms among women (pregnant women and prostitutes) who present for other than STDs, for example are attending antenatal and family planning clinics. Their first algorithm required no examination and symptoms were the only basis for treatment and second algorithm additionally included examination. The third algorithm included a speculum examination, swab test of cervical discharge (positive if yellow mucopurulent endocervical discharge), a quantified leucocyte esterase urine dipstick and scoring system of risk. The results indicated that the relationship between classical symptoms and signs with the eventual diagnosis of a gonococcal and/or chlamydial infection was weak when evaluated in both high (prostitutes) and low (pregnant women) prevalence populations. The use of a scoring system which includes risk markers as well as symptoms and signs gave a better sensitivity but a specificity that was essentially comparable to the first two algorithms. However, it did not require a time consuming and often logistically impossible speculum examination. Considerable refinement of vaginal discharge algorithms is still required.
At the same time the challenge exists to find a rapid, reliable and inexpensive diagnostic test that can be used for widescale screening purposes without resorting to invasive tests such as speculum examination and urethral swabs. Considerable effort is now being made to develop such new technologies especially using urine.
Conclusions
STDs are increasingly important diseases with considerable morbidity. Their control in developing countries has to be given priority while at the same time recognising that programmes must be cheap and pragmatic. The development of good widely disseminated IEC and training staff in the use of the syndromic approach are the two most important planks of a good programme. Such a programme can be integrated with HIV/AIDS and/or matemal and child health programmes depending on local circumstances and attitudes. It is essential that the size of the problem facing us does not lead to total inertia and total mesmerisation.
